Basal cell adenoma (BCA) is a significantly rare benign salivary gland neoplasm that includes isomorphic basaloid cells. Presence of myoepithelial cell is a characteristic of this tumor. Basal cell adenoma accounts for only 1 to 2% of all salivary gland epithelial tumors. The goal of the paper is to report a rare case of tubular type of BCA arising from parotid gland and discuss its management.
InTRoDuCTIon
Salivary gland tumors are uncommon and constitute 2 to 6.5% of all head and neck tumors. 1 Basal cell adenoma (BCA) is a significantly rare benign epithelial tumor of the salivary gland, accounting 1 to 2% of all salivary gland epithelial tumors. More than 80% of BCA arise in major salivary gland, mostly the parotid gland. It derives its name from the appearance of the tumor which shows isomorphic basaloid cells with a prominent basal cell layer.
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It usually appears as firm, mobile and slow growing mass. Basal cell adenoma, as defined by WHO, is a distinctive benign neoplasm composed of basaloid cells organized with a prominent basal cell layer and distinct basement membrane-like structure and no myxochondroid stromal component as seen in pleomorphic adenomas. 5 These tumors affect patients between their 5th and 7th decades and 2:1 female predominance for most of the basal cell adenoma. 5, 6 Histologically four characteristic patterns have been described. Solid, trabecular, membranous, and presence of a basaloid cellular layer with a stockade pattern and rounded by hyaline substance. 7 The goal of this paper is to add on to the literature one more case of BCA arising from major salivary gland, more commonly the parotid gland.
CASE REPoRT
A 80-year-old male patient reported to Calcutta Institute of Maxillo Facial Surgery in the month of June 2012 with chief complain of solitary painless swelling below lobule of ear over left side since 8 years. Swelling was insidious in onset which started as a small mass initially and gradually progressed to present size. Clinical examination revealed a thin built patient with well defined extra oral swelling over the left side of the face below the lobule of ear, extending anteroposteriorly between posterior border of the ramus of the mandible and anterior border of the sternocleidomastoid muscle (Fig. 1 ). There was a raised ear lobule over left side which was a classical sign of parotid tumor. There was no functional deficit of cranial nerve VII which supplies muscles of facial expressions. Lesion was around 3 × 5 cm in diameter, firm, freely moveable and nontender in nature. Skin over the swelling was smooth and pinchable and did not show any secondary changes. Plain and contrast enhanced CT scan of neck revealed large well defined thick walled peripherally enhancing homogenously hypodense lesion seen at left parotid region measuring 42 × 30 mm. The mass was displacing the internal jugular vein to left side ( Fig. 2) . Patient was undertaken for surgical resection of total parotid gland of left side. Skin incision was placed anterior to the ear, continued downward past the tragus, curved back under the ear and finally turned downwards to descend along the sternocleidomastoid muscle (Fig. 3) The anterior flap was created superficial to the parotid fascia to afford access to the appropriate dissection plane. Vertically-oriented blunt dissection was performed to minimize the risk of injury to the distal branches of the facial nerve. The face was observed for muscle twitch. The flap was raised until the anterior border of the parotid gland. The posterioinferior incision in the neck crease was deepened, exposing and then dividing the platysma. Careful dissection was performed to define the relationship of the parotid tail to the anterior border of the sternocleidomastoid muscle. The parotid tail was dissected away from the sternocleidomastoid. Vertical traction was applied to the gland surface to facilitate exposure (Fig. 4) . Large deep lobe with tumor was excised first with facial nerve above (Figs 5 and 6). Next facial nerve was skeletonized and thus superficial parotid lobe was freed and excised (Figs 7 to 9) . One small buccal branch was divided and later anastomosed with prolene 8-0. Hemostasis was achieved and drain was inserted. Parotid fascia was closed using vicryl 3-0 and skin closure was performed using ethilon 4-0.
Histopathology revealed capsulated lesion containing strands and tubules of small darkly stained epithelial cells with scanty cytoplasm. The tubules had an epithelial cells and a mantle layer of myoepithelial cells. The overall histopathological features of specimens were suggestive of tubular type of basal cell adenoma (Fig. 10) .
DISCuSSIon
Basal cell adenoma is a rare, benign epithelial neoplasm of salivary gland which was first described by Kleinsasser and Klein in 1967 and placed in the old WHO classification under monomorphic adenomas. 8 In 1983 Gardner and Daley were the first authors who made the distinction between basal cell adenoma and canalicular adenoma. However, since 1991, according to the 'Salivary Glands Tumors Histological Classification' of the World Health Organization, the name of this lesion was changed to basal cell adenoma, excluding the word 'monomorphic'. 9 According to literature, malignant transformation occurs in 4.3% of BCA. 10 Basal cell adenoma frequently occurs in people of over 50 years of age as a unilateral tumor with a well-circumscribed round or oval appearance. A painless, slowly enlarging mass is the most common clinical symptom. Basal cell adenoma tumors are usually smaller than 3 cm. In the present patient, the site of occurrence, past history, age and sex were compatible with those written in previous reports, but the tumor size was not compatible. Basal cell adenocarcinoma shares common clinical and histological similarities with BCA. Cytology differences, infiltration and perineural invasion help to distinguish basal cell adenocarcinoma from BCA. Usually myoepithelial cells remain absent in benign mixed tumors and other salivary gland tumors however its presence has been referred as characteristic of this tumor. In our case also microscopically we found tubules had a mantle layer of myoepithelial cells. Due to overlapping histomorphologic and common cellular composition of basal cell adenoma variants with, pleomorphic adenoma and myoepithelioma, its diagnostic recognition becomes notoriously difficult in surgical pathology. Immunohistochemistry with specific antibodies like α-smooth muscle actin, calponin, smooth muscle myosin heavy chain defines myoepithelial cell participation in BCA and distinguishes from other salivary gland adenomas. Reported benign tumors of the parotid gland are pleomorphic adenoma, BCA and other unspecified monomorphic adenomas. These lesions are considered nonaggressive with recommended treatment being paro tidectomy. Recurrence rate is very low and lesions can be completely resected. In the present case we performed total parotidectomy without mandibular split with preservation of facial nerve. Patient is being followed up at regular interval, patient regained functions of facial nerve postoperatively and there is no recurrence seen within one and half year period (Fig. 11) .
ConCluSIon
Herein the goal of this paper is to add on to the literature one more case of this rare tumor from parotid gland. It is important to differentiate BCA from pleomorphic adenoma, adenoid cystic carcinoma and basal cell adenocarcinoma, to which it may bear resemblance. The surgeon must consider patient's clinical symptom, radiological and histological features to reach diagnosis. Treatment of BCA should aim at complete resection of tumor. There is no role of postoperative chemotherapy or radiation therapy if adequate excision is performed.
